which has emerged a classic textbook of geriatric medicine. There are none so blind as those who will not see. Yours faithfully R E IRVINE 2 March 1978 Diabetes in pregnancy From Dr W P Kennedy Edinburgh EH4 1QA Dear Sir, The symposium on diabetes in pregnancy (March Journal, deserves special comment. The neatly complimentary papers from King's College Hospital and Birmingham General Hospital-notable centres of research in this fieldare compact, informative and seminal. They will interest not only the specialist but also the general physician.
I first started research under Sir Edward Sharpey Schafer who, before the discovery ofinsulin in 1921, had postulated a probable endocrine function for the islets of Langerhans. Then one evening in the mid twenties, despite my junior status, I had the privilege of being entertained by Professor J J R MacLeod, the mentor of Banting and Best, until I a.m., with the hciting story of the insulin discoveryand a superlative Highland malt. While reading this symposium I thought of the enormous growth since then both of knowledge of the disease and of alleviation of its effects evidenced by these contributions.
But since every advance can engender new problems, we realize that we have not got all the answers. Both P J Watkins and Professor Malins point out that the reason for the increase of congenital malformations in the infants of diabetic mothers is unknown; J M Brudenell mentions the unexplained intrauterine death in late pregnancy; and H R Gamsu states that we do not know the mechanism of polycythaemia in these babies. To those interested in birth defects these admissions are no surprise. The general view in teratological literature is that the cause of congenital malformations in man can only be ascribed accurately in about 40% ofcases, and even that figure may be too high if the distinction between cause and association is scrupulously made. It may be added that my working index on human teratology and fetal loss contains over 700 references to the lack of information about particular aspects of the many problems that beset researchers in these closely-linked fields.
In the first paper, P J Watkins writes 'Established diabetics should be obsessionally controlled throughout pregnancy, if possible from the time of conception'; an admirable dictum, and 'obses-sionally' is a particularly apt word in this context. He concludes that improved diabetic control in pregnancy is at least one of the factors responsible for the improvement in fetal survival, and surely no one will cavil at that. The other contributors to the symposium support his view. Watkins quotes White's 1935 paper in which she reported the mortality rate of the diabetic fetuses in the Joslin Clinic as being 28.5% -which was then so Iowa figure that it raised considerable interest especially in America; and Professor Malins cites W E Henley's 1947 average of 40% from major European and American centres. It happened that, in connection with another project, I collected 27 papers on diabetic pregnancies between 1907 and 1950 in which the total births were 3336, the deaths were 955 and the loss rate averaged 28.5%. The numbers in the groups studied varied from 17 to 459 cases, so comparison was not easy. Further, it seemed to me probable that differences in regimes and controls were wider then than now, and this might account for the wide spread of the results.
The improvement that has been attained is shown by the fact that fetal losses between 1971 and 1976 at King's College Hospital were only 4.5%, and this result is supported by Professor Malins' statement that figures of 5-10% are current. He adds that the general management of pregnancy and the neonate have improved greatly in the past twenty years. Even so, the prognosis for the diabetic pregnancy is definitely much more favourable today than it was. This, too, is supported by J M Brudenell's results for perinatal mortality in diabetic pregnancies, which has fallen from 31.3%in 1951-55t03.4%in 1971-75. H R Gamsu also reports a significant reduction in morbidity, although the percentage of congenital malformations in the babies ofdiabetic mothers has not decreased in the past nine years.
Altogether then, the symposium records real achievement that bodes well for the future. The importance of a multidisciplinary approach to the management of the diabetic mother and her child, though not overtly stated, is immediately apparent. Physician (P J Watkins and J M Malins), obstetrician (J M Brudenell) and paediatrician (H R Gamsu) interrelate both in clinical care and in very much needed further research into this continuing vexing problem. .
An outstanding message which all the contributions to this study convey is the relative negativity of the value of insulin. Both Watkins and Brudenell show clearly that the outcome of pregnancy, at least for the fetus, is as dependent on improved obstetric care as it is on careful management of the diabetic mother. Nevertheless, a wide variety of serious hazards to the fetus are still present and the account ofthem by H R Garnsu makes depressing reading. It seems that very few systems in the infant body of the diabetic mother escape a substantial increase in either congenital malformation or metabolic or developmental disorder.
Particularly disturbing is the increase from 4.6% to 8.4% reported-in the incidence ofmajor congenital abnormalities in the period [1968] [1969] [1970] [1971] [1972] [1973] [1974] [1975] [1976] at King's College Hospital, especially as these abnormalities account for over halfof the deaths ofinfants born to diabetic mothers. The range of problems which the neonate presents to the paediatrician continues to be formidable: infection, trauma, thrombosis and haemorrhage; jaundice, polycythaemia and disturbances of calcium and magnesium metabolism are relatively common and frequently combined. Of even greater interest is the admission that the mechanisms which produce polycythaernia, hypomagnesaemia, jaundice and severe infection are either unknown or highly conjectural.
The detailed and special care of the diabetic mother during her pregnancy continues to tax the skills of the physician and obstetrician. A degree of certainty about the optimal time for delivery still eludes these specialists, though there is general agreement that vaginal delivery is preferred. Caesarean section is more frequently associated with respiratory distress syndrome, particularly if delivery is premature.
A pregnant woman has substantial hormonal changes influencing the pituitary, ovaries, thyroid and parathyroid. The effects ofthesechanges appear to be ofgreater significance if the mother is diabetic, and it is hormone disturbances which account for a number of problems in the neonate. Undoubtedly, the influence of unnatural levels of insulin in the maternal circulation affect the development of a mechanism for diabetic control in the fetus. The effects of this trauma during intrauterine life may Well be carried into decades of the infant's life.
If this symposium has one paramount message, it seems to me to be that the introduction of insulin by Banting and Best had little influence on diabetes When body metabolism and hormone behaviour is unusually distressed. Indeed, a great deal ofresearch into the pertinent cause of diabetes may have been inhibited, and it is clear from the reports in this symposium that a great deal more is to be learned about diabetes before uneventful outcome for both mother and infant can be anticipated. Yours faithfully G LLOYD 7 March 1978 The nature of diabetes From Dr Christopher Hardwick London SEl 9RT Sir, In few branches of medicine has so much research been generated in recent years as in diabetes. Besides clinicians, all the medical disciplines have made their contributions: biochemists and enzyme chemists, immunologists and immunochemists, geneticists, microbiologists and many others. Some idea ofthe depth ofthe research and the complexity of the problems that have been unearthed, is shown by the fact that, in February, members of the Section of Endocrinology and ofthe British Diabetic Association could occupy themselves fully over two days in discussing insulin alone.
H is, therefore, important that from time to time someone with authority should seize the opportunity of a public lecture to survey the progress that has been made in many fields, towards our understanding of the disorders that may underlie the syndrome of raised blood sugar that we call diabetes mellitus.
An occasion for this to be done arose last year with the happy choice of Dr Arnold Bloom as the Society's Henry Barnes lecturer for 1977 (March Journal, p 170) . As Director of the Children's Register of the British Diabetic Association, Dr Bloom has himselfmade significant contributions to our knowledge of diabetes. In addition, in the intervals of running a busy diabetic clinic, he has managed (as his lecture shows) to keep abreast of world literature in itself no mean feat! His lecture last May was a delight to listen to and it was equally pleasurable to read it in the March Journal.
Much of the research in this country has been funded by the British Diabetic Association which, in the last seven years, has collected and spent over one million pounds on various projects and research groups. At fund-raising events, the question most frequently asked by diabetics and by doctors is 'When will you find the cause of diabetes?' It was, therefore, wise of Dr Bloom early in his lecture to emphasize that 'diabetes is nomore to be regarded as a single disease than anaemia'. There is not one cause for diabetes but many.
Gastric inhibitory polypeptide, somatostatin, pancreatic polypeptide, somatomedia, are all dis-
